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been ascertained, oesophagoscopy should be undertaken and the surgeon Findings on
should have a complete set of bronchoscopic as well as oesophageal
Lubes and instruments available in case of need. The great majority of
foreign bodies are arrested at the upper end of the gullet just below the
cricopharyngeal fold. Tn this situation coins stick transversely and if the
patient is not seen soon after the accident the cricopharyngeal fold may
be swollen and hide the upper edge of the coin. The oesophagoscope
then tends to override it. The presence of small masses of food above
the foreign body or of lacerated mucosa may render its recognition very
difficult. When, however, the foreign body is definitely located in this
situation, extraction with suitable forceps is not usually difficult, but
every foreign-body problem should be approached methodically and
without undue haste. The second most common site at which foreign
bodies may stick is at the bifurcation of the trachea. Large and sharp-
pointed foreign bodies are often arrested in the middle of the gullet.

As foreign bodies may vary so widely the problem of their extraction
often presents great difficulties. Among the most troublesome are
multiple sharp-pointed objects such as a bunch of open safety-pins with
the points uppermost, staples, irregular and pointed bones, or brooches,
because if they have not already pierced the oesophageal wall a tear
may be caused unless they are disimpacted with great care. A bone lying
across the oesophagus should be seized near one end so as to swing it
into the long axis of the oesophagus.

For symptoms of disease of the oesophagus, including stenoses (cica-
tricial, congenital, compression, malignant, or functional), diverticula
(pulsion or traction), ulcers, acute and chronic inflammatory conditions,
and paralyses, see OESOPHAGUS, DISEASES.

7.-GASTROSCOPY
411.1 During oesophagoscopy of the lower end of the gullet the tube is Rigid tubes
often pushed into the cardiac end of the stomach. Examination of more
distant portions of the stomach requires a longer tube which is intro-
duced in precisely the same way as the oesophagoscope. The rigid
gastroscopic tube can be closed with a window plug at the proximal
end when it is thought advisable to inflate the stomach. The oblique
passage of the gullet through the diaphragm and the forward curve of
the pars diaphragmatica and the pars abdominalis cause the rigid gastro-
scope, when passed into the distended stomach, to lie close to the
posterior wall or in the angle between the posterior wall and the lesser
curvature. This position restricts the field of vision, and, for this reason,
experiments were made with semi-flexible gastroscopes incorporating a
lens system so that the gastric mucous membrane could be seen through Semi-flexible
a window situated in the lateral wall of the tube near the tip. The Wolf- tlibes
Schindler gastroscope provides the most satisfactory optical system and
is the one usually employed. The disadvantage of the semi-flexible
E.M. VOL. V                                                                                                              C